MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-011 81’?
DEPARTMENT OF PUBLIC HEALTH AND WELFARE — Y -
DO NOT WRITE AMENDED Registration District No. ____ y#rimaw Registration District N/ _O__Q_a"_—__...__miﬂrlr ‘s Ne. !_.._x_ STATE F"iE N-UMBER ) !

ON THIS STUR

1. PLACE OF DEATH' "2, USUAL RESIDENCE (whm deceased lived. [f institution: Residence before
by . 0T

e JaCkﬁon . a. STATE L,Io R b. COUNTY JO hnson admizsion)

b. CCI)TRY (If outside corporate limits, give TOWNSHIP only] Length of stay in 1b c. CITY Inside Limits
oRr !

TOWN Kangas City 5 days TOWN Holden : Yo NoD
¢. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET. {If cutside, give locatian) Revide on Fare

Wenmoyw  St. Lukes Hosp. YaX) NoD) AR W, 2nd St. Yo O Ny

VS§ 300
Rev. 4/59

1

DATE AMENDED

3. NAME OF DECEASED First Middle . . Last 4. DATE Month Day - Year

{Type or print} OF
Arnott Brown  Newland DA March 31, 1963
5. SEX &. COLOR OR RACE 7. Married (1 Never Married [J |B.: DATE OF BIRTH | 9- AGE {lasf birthday} | IF UNDER T YEAR IF UNol__J_“ 244
Min,

Male white wiowsg Do O [ 00-1876 86 Wanthe [ Biys | Hows

10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY

dorRdig it Eoping e, even i retired) Dentistry Kingsville, Mo, USA

F3a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND QR WIFE

James Plemon Newland Eleanor Skiles deceased ..
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT Address 1015 E .

(Ya.n&,.nr unknowr'l)[{lf yes, givg_vln_r or dates of servi IVIiSS Lois NQW:L{]I]d A,I'mour,KC .T:'IO

18. CAUSE OF DEATH (Enter only cne cause per line INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY; ONSET AND DEATH

IMMEDIATE CAUSE (i) __ AN Lot
Conditions, if my] OUE TO (b) MM PHGLMM M O‘gm-uf?o

DOCUMENT

which gava rise to

ahove cause (a) M U M

stating the under T

lying cause last DUE TO (<} '

PART 1. OTHER SIGNIFICANT CONDITIONS tONIIH‘BU“NW!O DEATH but not reisted to the termins! PART ). 1f doceased was femsls was
disesse condition given in PART | {a) thers a pregnancy in last 90 days.

'D Yos I 0O Ne l O Unknown

9. WAS AUTOPSY | 20e. ACC[I:EI)ENT SUI%DE HOME']C'DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART 1 or PART (I of item 18.)

oo TIME OF  Houf  Month, Day, Year |
INJURY am.
P,

20d. INJl.JRY OCCURRED 20e. PLACE OF INJURY {a.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK [ iarm, factory, street, office bidg., etc.)
NOT WHH.E AT WORK.-[J

'21 I amanded the. decossed tromZ 22t /7y0 e . 7 [;_3 '_nd tost 0w 2" slive o 3 23 :

m on the date stated above, and to. the best of my knowledge, from the causes stated. |
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« MEDICAL CERTIFICATION

STATE

rown

Death occurred at

2‘;. SIGNAT . —f egres or title) 27b. ADDRESS 22c. DATE SIGNED
' CQ. { g—:—v—-—@UW 1) Miotslo Raat Yy~ 63

Z3a. BURIAL, CREM.ATION Z3b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, o county) {State)
REMOVAL (Specify) - . )

buria Apr.?.1963 | Holden Cemetery Holden Mo,
24. FUNERAL DIRECTOR ADDI 25. DATE RECD.'BY LOCAL REG. R'S SIGNATURE
E.B.CAST HOLDEN Iﬁgﬁl/ A 1 b3 f 22 ,,C’m.,,

7
{Licensed Embalmer’s Statement on Reversa Side}

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,

or by ' Student Embalmer No.

working under my personal supervision.

Student SlgnedW

Signature of Student Embalmer

K B ' ' " Licensed Embalmer No.m

.o _ . . P.O..Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

if this body is not embalmed, fact should be so stated above.

b t




